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BREASTFEEDING INTENTION  2 
Purpose: The purpose of this scholarly project was to determine breastfeeding intention in a 
rural population after receiving education from a certified lactation consultant. 
Review of the Literature: The benefits of breastfeeding for both mother and child are clearly 
stated in the literature. Despite the known benefits, rates of breastfeeding are decreased within 
rural populations. Previous research suggests education about breastfeeding benefits is beneficial 
in increasing these rates. In particular, previous studies focused on the contributing factors 
affecting a mother’s decision to breast or formula feed. However, few studies were found strictly 
evaluating breastfeeding intention after receiving formal breastfeeding education in rural 
populations in the United States. 
Methodology: A quasi-experimental one-group post-test only design was used with rural 
postpartum women admitted to a rural Labor and Delivery Unit. After receiving breastfeeding 
education from a certified lactation consultant, participants completed the Iowa Infant Feeding 
Attitude Scale (IIFAS) to determine an individual’s likelihood to breastfeed. The higher the 
IIFAS score the more likely a woman is to breastfeed. The hypothesis of this project was 
breastfeeding intention in rural postpartum women will increase after breastfeeding education 
from a certified lactation consultant. 
Results: Sixty-two percent of the participants indicated positive intent to breastfeeding as shown 
by IIFAS scores. Ultimately, 65% indicated positive breastfeeding intent postpartum. Fisher’s 
exact test and Pearson correlations test were used to analyze the significance between variables. 
Statistical significance was found between both participant’s father of the baby and participant’s 
mother’s breastfeeding support and intent to breastfeed.  
Implications: Providers delivering prenatal care and lactation consultants could facilitate 
greater emphasis on breastfeeding education among fathers and maternal grandmothers of the 
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infant to positively influence breastfeeding intent. The current project can be useful to providers 
of prenatal and postnatal care when considering how to effectively provide breastfeeding 
education to individuals in rural populations. Potentially, improved breastfeeding intention could 
lead to improved breastfeeding rates, which is a known health promoting behavior for mother 
and infant. 
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Background and Significance 
The practice of breastfeeding an infant is known to be beneficial to both mother and child 
for health improvement, not only through disease prevention, but also health promotion (Davis, 
Stichler, & Poelter, 2012). Breastfed children have well-documented decreased rates of Sudden 
Infant Death Syndrome (SIDS), upper and lower respiratory infections, gastrointestinal 
infections, childhood leukemia, asthma, ear infections, childhood obesity, diabetes, otitis media, 
and atopic dermatitis (Jensen, 2012). Additionally, maternal mortality and morbidity including 
those associated with ovarian and breast cancer, is reduced in women who have practiced 
breastfeeding (Schafer & Genna, 2015; Ma, Brewer-Asling, & Mangus, 2013; Jensen, 2012). In 
response to clear benefits of breastfeeding, local, state, and federal programs have improved, 
developed and implemented programs and initiatives to increase breastfeeding initiation and 
continuation. An example of program improvement is the Supplemental Nutrition Program for 
Womens, Infants, and Children (WIC), a program for mothers below 185 percent of the United 
States Poverty Income Guidelines (United States Department of Agriculture Food and Nutrition 
Service (USDA), 2015). The WIC program supports and encourages breastfeeding with trained 
lactation staff, free breast pumps and extensions of WIC enrollment (USDA, 2015).  At the 
federal level, breastfeeding is included in the objectives of Healthy People 2020 with the goal of 
increasing breastfeeding rates (United States Department of Health and Human Services, 2010). 
Additionally, in 2014, the Joint Commission included breastfeeding as a core quality measure for 
hospital systems (2012). Internationally, the World Health Organization (WHO) and United 
Nations International Children's Emergency Fund (UNICEF) established the Baby Friendly 
Hospital Initiative (BFHI) in 1991, which outlined 10 evidenced-based steps to promote, protect, 
and support breastfeeding in birth facilities (Hawkins, Stern, Baum, & Gillman, 2014). Birthing 
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facilities supporting BFHI have shown higher rates of breastfeeding (Flannery, 2014). The BFHI 
includes 10-steps to support and encourage breastfeeding among mothers (Baby Friendly USA, 
2012). See Figure 1.   
Despite all the attention breastfeeding has received within the aforementioned initiatives 
and worldwide organizations, breastfeeding initiation rates are suboptimal in rural populations 
nationally (Flower, Willoughby, Cadigan, Perrin, & Randolph, 2008; Allen, Perrine, & Scanlon, 
2015). Several studies identify the contributing factors and characteristics of populations less apt 
to choose the practice of breastfeeding. Non-hispanic black women and women from 
socioeconomically disadvantage areas are less likely to breastfeed as well as mothers who 
participate in WIC (Hedberg, 2013; Hill, Arnett, & Mauk, 2008; Yunzal-Butler, Joyce, & 
Racine, 2010; Baumgartel & Spatz, 2013). WIC mothers are 12% percent less likely to practice 
breastfeeding with this group contributing to 40% of all births in the United States (Yunzal-
Butler et al., 2010; Hedberg, 2013). However, recent data suggest an increase in breastfeeding 
among the WIC population. A study examining 17,067 rural and urban women enrolled in the 
Kansas WIC program found 74% initiated breastfeeding (Jacobson, Twumasi-Ankrah, Redmond, 
Ablah, Hines, Johnston, & Collins, 2015).  
Several identified barriers to breastfeeding within the low-income populations included 
support inside and outside the hospital, maternal return to work, race, ethnicity, and younger age 
(Hedberg, 2013; Rozga, Kerver, & Olson, 2015; Langellier, Chaparro, & Whaley, 2012). Other 
factors influencing breastfeeding decisions are maternal support, family history of breastfeeding, 
and assistance with breastfeeding (Flower et al., 2008; Ruffin & Renaud, 2015; Battersby, 2016). 
In a study examining breastfeeding cessation in low-income mothers, a common reason for 
cessation was due to maternal feeding preference as formula feeding was seen as more 
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convenient (Rozga, Kerver, & Olson, 2015). Additionally, breastfeeding during the mother’s 
hospital stay influences breastfeeding duration after discharge (Davis, Stichler, & Poelter, 2012). 
Few breastfeeding studies specifically addressing rural populations in the United States 
have been published (Flower et al., 2008; Allen et al., 2015). Additionally, few studies 
examining the effects of breastfeeding education on breastfeeding intention and initiation among 
rural populations exist; however, studies suggest need for breastfeeding education to aid in the 
increase of breastfeeding rates (Flannery, 2014; Hedberg, 2013; Langellier, Chaparro, & Whaley, 
2012; Rishel & Sweeney, 2005). For example, in a study comparing postpartum women from 
three military treatment facilities, two with a lactation consultant and one without, 98 percent of 
mothers having interaction with a lactation consultant initiated breastfeeding (Rishel & Sweeney, 
2005). Rishel and Sweeney also found mothers 27 years old or younger with education levels 
less than that of a college degree exhibited decreased breastfeeding initiation rates (2005). The 
purpose of the current scholarly project was to evaluate breastfeeding intention in rural 
postpartum women after receiving education from a certified lactation consultant. 
Theoretical Framework 
Description of Information Motivation Behavioral Skills Model 
 The Information Motivation Behavioral Skills Model (IMB) was developed by Fisher and 
Fisher in 1992 in response to acquired immunodeficiency syndrome (AIDS)-related disorders 
(Fisher & Fisher, 1992). However, this model has been used in behavioral intervention studies 
across many health behaviors and in chronic disease management (Chang, Choi, Kim, & Song, 
2014). The IMB model consists of three constructs including information, motivation, and 
behavioral skills. See figure 2 for IMB concept model. The three constructs are deemed 
necessary for an individual to participate in a health behavior and are seen as determinants of 
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behavioral change. The first construct involving information includes an individual’s information 
about a particular behavior and the influence the information has on decision-making. The 
second construct, motivation, includes personal and social motivation to participate in the health 
promoting behavior. Lastly, behavior is directly affected by a combination of information, 
motivation, and learned skills to manage the change. The individual must have the proper 
information and increased self-efficacy to participate in health promoting behavior (Chang et al., 
2014). 
Application and Adjustment of Change Theory within the Scholarly Project 
 Due to the nature of this scholarly project specifically examining breastfeeding intention 
after receiving education from a certified lactation consultant immediately postpartum the model 
must first be altered in order to specifically apply the IMB skills model to breastfeeding intent. 
Information and motivation are the key components of the IMB model that can be applied to 
breastfeeding intention. Information must be given to individuals in order for the individual to 
consider the behavior. When examining breastfeeding intention, mothers exhibit higher rates of 
breastfeeding intention when prenatal breastfeeding education is given (Feldman-Winter, 2013). 
This scholarly project provides postpartum women with consistent breastfeeding education 
through a certified lactation consultant. Motivation, both personal and social, is the second 
construct to be considered with breastfeeding intention. Studies indicate the influence of others 
on a mother’s intention to breastfeed, especially in the WIC population (Grassley, 2010; 
Hedberg, 2013). Breastfeeding education would provide motivation from an authoritative figure 
on the benefits of breastfeeding. If mothers were made aware of the benefits of increased health 
for their babies and themselves, this knowledge would provide motivation to breastfeed or at 
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least their intentions to breastfeed. The third construct of skills is not provided within this study 
but could be an area of future research to examine final behavior.  
 
Project Description and Design 
 
Institutional Review Board 
  
 A Belmont University Institutional Review Board application was submitted on 
September 3, 2016. IRB approval was received October 1, 2016.  
Participants 
 
 Postpartum women admitted to the Labor and Delivery Unit (LDU) at Tristar Horizon 
Medical Center (THMC) were recruited for participation between October 1, 2015 and 
December 31, 2015. Inclusion criteria were as follows: ages between 18 and 45 years old, 
delivery of an infant 37 weeks gestation or more, and admission to the well-baby newborn 
nursery, and ability to read and speak English. A convenience sample of 32 participants, ages 19 
to 42, was recruited from THMC’s Labor and Delivery Unit in Dickson, Tennessee. All 32 
participants completed both the PDDA and the IIFAS. Specific participant demographics are 
presented in Table 1. 
Materials 
Surveys. The Patient Demographic Data Assessment (PDDA) survey was developed by 
the project leader to gather data from each potential participant (See Appendix A). Survey 
questions were developed that considered the findings from previous studies and the specific 
research questions in this project. The survey included 15 questions (3 short answer and 12 
multiple choice) to evaluate the dynamics surrounding breastfeeding intention. The dynamics 
included specific participant data such as age, race, education, employment, maternal history of 
breastfeeding, emotional support from family and significant other, marital status, and family 
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breastfeeding history. Additionally, a question to determine feeding choice of the infant was 
included. The mother was considered to be breastfeeding if the infant was physically breastfed or 
milk was collected with a breast pump for the infant. The PDDA is in Appendix A. 
Breastfeeding intention was measured with the Iowa Infant Feeding Attitude Scale 
(IIFAS) (see Appendix B), a documented reliable tool (Cronbach’s alpha= .85 to .86) for 
assessing breastfeeding attitudes in which higher scores indicate a strong preference to breastfeed 
(de la Mora, Russell, Dungy, Losch, & Dusdieker, 1999). Permission to use the IIFAS was 
secured prior to project initiation. The scale consists of seventeen, 5-point Likert type items with 
“1” indicating “strong disagreement” and “5” indicating “strong agreement”.  The numbers 
chosen by the participants were totaled for all questions. Nine of the questions were designed to 
be favorable toward formula by de la Mora and colleagues (1999). Accordingly, those nine 
questions were reversed scored. Varying ranges are used to measure for positive, negative, and 
neutral intention with IIFAS score totals. Ranges vary from 49 to 69 with 49 and less indicating 
negative intention, 69 and greater indicating positive intention (de la Mora et al., 1999; Inoue, 
Binns, Katsuki, & Ouchi, 2012). Consequently, after score calculations, the project leader elected 
to divide the scores at 64 to aid in statistical analysis as a significant gap in scores was noted 
between 60 and 64. For the statistical analysis, negative breastfeeding intent was attributed for 
scores of 60 and less; positive breastfeeding intent was attributed to scores of 64 and higher. No 
participants scored 61-63.  
 Education. Participants received breastfeeding education from a certified lactation 
consultant employed by THMC. Each participant received approximately 10 to 15 minutes of 
face-to-face breastfeeding education at the participant’s bedside. The outline and materials used 
by the lactation consultant for each educational session can be found in Appendix C. 
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 Methods. Collected data was entered into IBM SPSS Statistics module version 23 where 
analysis occurred. Chi-Square test and related test (i.e. Fisher’s exact test) and Pearson test and 
related correlations were used to analyze the significance between variables. Chi-square test and 
Pearson correlations test were used for analysis within SPSS. For example, when asked to 
conduct Chi-square test SPSS defaults to a Fisher’s exact test if a cell size is less than 5. 
Significant values were those with p values or <.05, <.01, and <.1.  
Design 
  
 A quasi-experimental design was used. The participants received breastfeeding education 
and completed 1 post-test (IIFAS) to measure breastfeeding intention, the dependent variable. 
Additionally, the participant’s current feeding choice was considered as a second dependent 
variable. The IIFAS and current feeding choice provided within-group data of the overall 
intention to breastfeed in the population.  The PDDA survey collected data concerning 
independent variables such as age, race, education, employment, maternal history of 
breastfeeding, emotional support from family and significant other, marital status, family 
breastfeeding history, WIC enrollment, and insurance provider. The independent variables 
provided between-group evaluation of breastfeeding intention. 
Procedures 
 The lactation consultant informed the project leader after potential participants received 
10 to 15 minutes of breastfeeding education. The project leader visited potential participants for 
voluntary consent to participate with an oral and written invitation, except on weekends when the 
lactation consultant acted on behalf of the project leader. If the invitation was accepted, the 
participant was given the PDDA survey for completion and consent to participate along with the 
IIFAS. The participants were given privacy while completing the surveys. Subsequently, the 
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PDDA answers were screened for eligibility, the IIFAS was tallied and the scores were entered 
into IBM SPSS Statistics Module.  
Results 
Descriptive Statistics 
Table 1 provides demographic characteristics of the participants. Among the 32 
participants, 20 (62.5%) had positive breastfeeding intention with the remaining 12 (37.5%) 
having negative breastfeeding intention as indicated by IIFAS scores. Additionally, 11 (34.4%) 
participants chose to formula feed and 21 (65.5%) chose to breastfeed their infant.  
Twenty-six (81.3%) women were enrolled in Medicaid with over half of the participants 
enrolled in WIC (n=22, 68.8%). Education level was assessed and found that 15 (46.9%) of the 
participants had a high school diploma or less while 17 (53.1%) had completed some college 
classes or a college degree. Additionally, 17 (53.1%) of the women were employed with 18 
(56.3%) having a family income of $20,000 per year or less and 14 (43.8%) having an income of 
$20,001 or more per year. Fourteen (43.8%) of the 32 participants were single and 22 (68.8%) 
reported having had previous children. Fifteen (46.9%) of the women formula fed previous 
infants. Breastfeeding support from the father of the baby and the participant’s mother’s feeding 
preference was similar as 20 (62.5%) fathers and 17 (53.1%) participant’s mothers supported 
breastfeeding. 
Among the 32 participants, 20 (62.5%) had positive breastfeeding intention with the 
remaining 12 (37.5%) having negative breastfeeding intention as indicated by IIFAS scores. 
Additionally, 11 (34.4%) participants chose to formula feed and 21 (65.5%) chose to breastfeed 
their infant.  
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Chi-square test and Pearson correlations test were used for data analysis. Because some 
expected cell counts were less than 5, SPSS defaulted to Fisher’s exact test to determine 
significance between positive and negative IIFAS scores (breastfeeding intent). Fisher’s exact 
test was also used to determine significance between current feeding choice and independent 
variables excluding age and insurance carrier.  
Table 2 shows tests between a series of independent variables and intention to breastfeed. 
Father of the baby’s preference for breastfeeding was positively correlated with intention to 
breastfeed (p=.023). Participants who were unemployed also were more likely to intend to 
breastfeed (p=.076) Those women who previously chose to formula feed were less likely to 
intend to breastfeed (p=.51). No other significance was found between breastfeeding intention 
and other independent variables. 
Table 3 show tests between a series of independent variables and the mother’s current 
feeding choice. Father of the baby’s preference for breastfeeding was significantly associated 
with current feeding choice (p=.001). Participants who were unemployed were also more likely 
to decide to breastfeed (p=.028). Additionally, participants with mothers who supported 
breastfeeding were more likely to decide to breastfeed (p=.000). No other significance was found 
between current feeding decision and other independent variables. 
In tables 4 through 7 the SPSS Pearson’s correlations procedure examined the 
significance among ungrouped, continuous IIFAS scores with independent variables. The IIFAS 
scores ranged from 50 to 85. Family history of breastfeeding was excluded from the correlations.  
Participants with breastfeeding support from the father of the baby (p=.022) had a statistically 
significant association with choosing to breastfeed. As the father’s preference for breastfeeding 
increases the preference to formula feed the current baby goes down. See Table 4.Also, 
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participants with breastfeeding support from the participant’s mother (p=.000) had a statistically 
significant association with choosing to breastfeed. As the IIFAS scores increase the 
participant’s mother’s preference for formula feeding the baby decreases. See Table 5. 
Additionally, a statistically significant relationship was found between those who were 
unemployed and those who chose to breastfeed (p=.018). See Table 6. As anticipated, participant 
IIFAS scores and the choice to breastfeed had a statistically significant association (p=.002). See 
Table 7. No other significant associations were found between the other independent variables 
tested. The independent variables without significance include: WIC enrollment, choice of 
feeding for first child, help with feeding decision, family history of breastfeeding, and yearly 
income. 
Discussion 
This project provides a variety of information regarding breastfeeding intent in rural 
communities. The sample’s characteristics appropriately represent the population in this 
community as evidenced by the percentage of participants receiving Medicaid. These 
percentages are consistent with the adjoining prenatal clinic’s insurance statistics.  Historically 
WIC enrollment has been associated with decreased rates of breastfeeding (Hedberg, 2013), yet 
this project indicates 70% of those with positive intention are enrolled in WIC. These results are 
more comparable to the increased rates found by Jacobson and colleagues (2015).  Research also 
indicates breastfeeding intent is decreased in those who have lower levels of education and lower 
incomes (Rishel & Sweeney, 2005; Hedberg, 2013; Rozga, Kerver, & Olson, 2015). However, 
this project suggests education can increase rates as those with lower education levels (55%) and 
income (60%) show positive breastfeeding intent. Overall the percentages of positive 
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breastfeeding intent and the choice to breastfeed postpartum, although not statistically 
significant, are found to be encouraging among this rural population. 
The current project results also support existing literature’s findings of increased 
breastfeeding intent among those with social support (Flower et al., 2008; Ruffin & Renaud, 
2015; Battersby, 2016). Social support explored in this project was that of the father of the baby 
and the participant’s mother. Both sources of support were found to be statistically significant 
among those choosing to breastfeed. Positive breastfeeding intent was also found to be 
statistically significant among those whose father of the baby supported breastfeeding.  
Employment has often been found in studies to be a deterrent to breastfeeding due to 
maternal return to work (Hedberg, 2013; Rozga, Kerver, & Olson, 2015; Langellier, Chaparro, & 
Whaley, 2012). This project supports previous findings of decreased intent among those who are 
employed. Within this population, only 47.1% of employed mothers chose to breastfed their 
infant after receiving breastfeeding education.  
Implications 
The purpose of the current project was to determine effects of breastfeeding education on 
breastfeeding intent among a rural population. Although results of this small project are not 
found to be statistically significant among all contributing variables, much insight can be gained. 
Given the positive breastfeeding intent among those receiving support from the baby’s father and 
maternal grandmother, a greater emphasis on breastfeeding education among these individuals 
could be beneficial in increasing breastfeeding rates in this particular population. Employment 
status should also be a focus for breastfeeding education as negative intention is increased among 
those who are employed. Therefore, increased education with specific focus on strategies to 
continue breastfeeding while returning to work could increase breastfeeding rates.  
BREASTFEEDING INTENTION  15 
Although studies indicate decreased breastfeeding among WIC enrollees, the current 
project findings suggest increased education is helpful in influencing breastfeeding intent 
(Hedberg, 2013). The findings of the current study support more current research indicating an 
increase in breastfeeding among the WIC population and perhaps a shift in the culture of WIC 
(Jabosen et al., 2015). This project does not determine if education received from WIC offices or 
education received postpartum influences breastfeeding intent. Further research examining 
differences in lactation consultant education and WIC breastfeeding education together and alone 
would provide additional insight to increasing breastfeeding rates. The current project can be 
useful to providers of prenatal and postnatal care when considering how to effectively provide 
breastfeeding education to individuals in rural populations. 
Other recommendations for research are to conduct a similar project with a larger 
population within different rural hospital settings. Such a project would provide a larger sample 
with greater variation of sociodemographic characteristics and perhaps greater insight into the 
effect of breastfeeding education among rural populations.  
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Figure 1: The Ten Steps to Successful Breastfeeding 
1. Have a written breastfeeding policy that is routinely communicated to all health care 
staff. 
2. Train all health care staff in the skills necessary to implement this policy. 
3. Inform all pregnant women about the benefits and management of breastfeeding. 
4. Help mothers initiate breastfeeding within one hour of birth. 
5. Show mothers how to breastfeed and how to maintain lactation, even if they are separated 
from their infants. 
6. Give infants no food or drink other than breast-milk, unless medically indicated. 
7. Practice rooming in - allow mothers and infants to remain together 24 hours a day. 
8. Encourage breastfeeding on demand. 
9. Give no pacifiers or artificial nipples to breastfeeding infants. 
10. Foster the establishment of breastfeeding support groups and refer mothers to them on 
discharge from the hospital or birth center. 
Baby Friendly USA (2012). The Ten Steps To Successful Breastfeeding. Retrieved from 
 https://www.babyfriendlyusa.org/about-us/baby-friendly-hospital-initiative/the-ten-steps 
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Figure 2. IMB Model 
 
 
 
 
 
 
 
 
 
 
 
  
Developed and Adapted from: 
Fisher, J. D., & Fisher, W. A. (1992). Changing AIDS-risk behavior. Psychological Bulletin, 
111(3), 455-474. doi:10.1037/0033-2909.111.3.455 
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Table 1. Demographic Characteristics of Participants  
 
Demographic 
Variables  
Total 
N=32 
Percentage 
Insurance 
    Medicaid 
    Private 
 
26 
6 
 
81.3% 
18.8% 
WIC enrollee 
    Yes 
    No 
 
22 
10 
 
68.8% 
31.3% 
Education level 
   High School or less 
   Attended College 
 
15 
17 
 
46.9% 
53.1% 
Employed 
   Yes 
   No 
 
17 
15 
 
53.1% 
46.9% 
Income per/yr 
    <=$20,000 
    >=$20,001 
 
18 
14 
 
56.3% 
43.8% 
Marital Status 
    Single 
    Married 
      
      14 
      18 
 
43.8% 
56.3% 
Age 
    19 to 23  
    24 to 29 
    30 to 42 
 
12 
14 
6 
 
37.5% 
43.8% 
18.8% 
Previous Child 
    Yes 
    No 
 
22 
10 
 
68.8% 
31.3% 
Previous Feeding Choice 
    Formula 
    Breast 
 
15 
7 
 
68.2% 
31.8% 
Father of Baby Feeding 
Preference 
    Formula 
    Breast 
 
 
11 
20 
 
 
35.5% 
64.5% 
Participants’ Mother’s 
Feeding Preference 
     Formula 
     Breast 
 
 
10 
17 
 
 
37% 
63% 
Race 
   Caucasian  
 
32 
 
100% 
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Table 2. Contributing Variables to Positive and Negative Breastfeeding Intention 
 Total 
 
IIFAS Total <60 
 
IIFAS Total >64 P Value 
Education Level 32 12 20  
     High School or < 15 4 11 .291 
     College 17 8 9  
Marital Status 32 12 20  
     Single 14 5 9 1.000 
     Married 18 7 11  
Employed 32 12 20  
      Yes 17 9 8 .076# 
      No 15 3 12  
Yearly Income 32 12 20  
      >$20,000 18 6 12 .718 
      <$20,001 14 6 8  
WIC 32 12 20  
      Yes 22 8 14 1.000 
      No 10 4 6  
Previous Feeding 
Choice 
 
22 
 
7 
 
15 
 
      Formula 15 7 8 .051# 
      Breastfeeding 7 0 7  
Father of the 
Baby Feeding 
Preference 
 
31 
 
11 
 
20 
 
     Formula 11 7 4 .023* 
     Breastfeeding 20 4 16  
Participants’ 
Mother’s Feeding 
Preference 
 
27 
 
11 
 
16 
 
     Formula 10 6 4 .224 
     Breastfeeding 17 5 12  
*significant at p<.05, #significant at p<.1 
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Table 3. Contributing Variables and Current Feeding Choice 
 Total 
 
Formula 
 
Breast P Value 
Education Level 32 11 21  
     High School or < 15 5 10 1.000 
     College 17 6 11  
Marital Status 32 11 21  
     Single 14 6 8 .465 
     Married 18 5 13  
Employed 32 11 21  
      Yes 17 9 8 .028* 
      No 15 2 13  
Yearly Income 32 11 21  
      >$20,000 18 6 12 1.000 
      <$20,001 14 5 9  
WIC 32 11 21  
      Yes 22 9 13 .425 
      No 10 2 8  
Previous Feeding 
Choice 
 
22 
 
7 
 
15 
 
      Formula 15 4 11 .630 
      Breastfeeding 7 3 4  
Father of the 
Baby Feeding 
Preference 
 
31 
 
10 
 
21 
 
     Formula 11 8 3 .001** 
     Breastfeeding 20 2 18  
Participants’ 
Mother’s Feeding 
Preference 
 
27 
 
10 
 
17 
 
     Formula 10 9 1 .000** 
     Breastfeeding 17 1 16  
*significant at p<.05. **significant at p<.01 
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Table 4. Correlations for Father of the baby feeding preference and current feeding choice 
 
Pearson’s 
Correlation Test 
Father of the Baby 
Feeding Preference 
Current Feeding 
Father of the baby 
feeding preference 
 
Sig. (two-tailed) 
1 -.410* 
 
 
.022 
 
Current feeding 
 
Sig. (two-tailed) 
 
-.410* 
 
.022 
 
1 
* correlation significant at the 0.05 level (two-tailed) 
 
Table 5. Correlation of IIFAS and participant’s mother’s feeding preference 
Pearson’s 
Correlation Test 
IIFAS Score Participant’s Mother 
Feeding Preference 
IIFAS Score 
 
Sig. (two-tailed) 
1 -.736** 
 
.000 
 
Participant’s Mother 
Feeding Preference 
 
Sig. (two-tailed) 
 
-.736** 
 
 
.000 
 
1 
**correlation significant at the 0.01 level 
 
Table 6.Correlation of IIFAS score and participant employment 
Pearson’s 
Correlation Test 
IIFAS Score Employment 
IIFAS Score 
 
Sig. (two-tailed) 
1 .416* 
 
.018 
 
Employment 
 
Sig. (two-tailed) 
 
.416* 
 
.018 
 
1 
*correlation significant at the 0.05 level 
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Table 7. Correlations for IIFAS score and current feeding choice 
Pearson’s 
Correlation Test 
IIFAS Score Current Feeding 
IIFAS Score 
 
Sig. (two-tailed) 
1 .534** 
 
.002 
 
Current feeding 
 
Sig. (two-tailed) 
 
.534** 
 
.002 
 
1 
**correlation significant at the 0.01 level 
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Appendix A 
Prenatal Demographic Data Assessment 
 
Please answer the following questions. 
 
1. How old are you? 
 
2. What is your race? (please circle) 
White       African American      Asian        Other:____________________ 
3. What is your level of education? (please circle) 
Did not complete high school 
High School 
Some College 
Graduated College 
4. What is your marital status? (please circle) 
Single  
Married 
Divorced 
Widowed 
Separated  
5. Are you a WIC program participant? (please circle) 
Yes            No 
6. What type of insurance do you have? (please circle) 
TnCare      Private Insurance      No Insurance 
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7. What is your household income? (please circle) 
Less than $20,000 
$20,000 -$39,999 
$40,000-$59,999 
$60,000-$79,999 
$80,000-$99,999 
$100,000 or more 
8. Are you currently employed, attend school, or both?(please 
circle) 
 
Employed              Attend School             Both 
If employed:  Part time        or         Full time 
If attending school, please include course of study 
 
 
9. When is your Due Date? 
 
How many weeks pregnant are you? 
 
 
10. Have you had a baby before? 
If yes, please answer the following (please circle) 
Baby#1  
Formula       Breastfed         Breast milk in a bottle        Both 
Baby #2 
Formula       Breastfed         Breast milk in a bottle        Both 
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Baby #3 
Formula       Breastfed         Breast milk in a bottle        Both 
Others: 
 
11. How do you plan to feed your baby? (please circle) 
Formula          Breastfeed         Breastmilk in a bottle     Both 
 
 
12. How does your baby’s father or significant other want you to feed 
the baby?(please circle) 
 
Formula          Breastfeed         Breastmilk in a bottle     Both 
 
13. How does you mother want you to feed the baby? (please circle) 
Formula          Breastfeed         Breastmilk in a bottle     Both 
14. Has anyone else besides your baby’s father, significant other 
your mother helped you decide how to feed your baby? If so, 
who? 
 
 
 
 
 
15. How have other mothers in your family fed their babies? (please 
circle any or all that apply) 
 
Formula          Breastfeed         Breastmilk in a bottle     Both 
Does this affect your decision to feed your baby? 
If yes, explain how 
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Appendix C 
Breastfeeding Education Outline  
 
 
I. Key to Successful Breastfeeding 
a. Skin to skin contact 
b. Mother-baby rooming int 
c. Avoid supplementary feedings 
d. Limit pacific use 
e. Ask for help 
 
II. Infant hunger ques 
a. Alertness 
b. Infant’s sounds 
c. Mouthing motions and rooting 
d. Hand to mouth activity 
e. Crying  
 
III. What to expect 
a. Mother’s body changes: breasts, nipples, uterus, and milk supply 
i. 1st 4 hours after birth 
ii. 4-24 hours after birth 
iii. Day 2 
iv. Day 3 
v. Day 3-5 
vi. Day 6+ 
 
IV. Breastfeeding positions and techniques 
a. Laid-back breastfeeding description 
b. Baby-led latch-on 
c. Mother-led latching 
 
V. Guidelines for nursing 
a.   “Is my baby getting enough” 
b. Number of times to nurse 
c. Number of wet diapers and bowel movement 
d. Size of infants stomach: day 1 through1 month 
e. Infant weight loss 
f. Signs of hunger 
g. Signs of fullness 
h. Signs of good feeding 
i. Signs of good latch-on 
j. Information for breastfeeding families 
i. How family can help the breastfeeding mother 
ii. Changes in generation to generation feeding practices 
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VI. Treatments for breast engorgement 
a. Reverse pressure softening 
b. Comfort measures 
VII. Breast milk collection and storage 
a. Breast pump selection 
b. Breast milk storage 
c. Tips for breast to bottle transition   
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